SUMMARY The investigation and treatment of 131 patients with 'obscure' gastrointestinal bleeding has been reviewed. One hundred and six patients were assessed electively for recurrent haemorrhage, 25 presented as emergencies. The major presenting feature was melaena (55 patients), anaemia (35), rectal bleeding (34), haematemesis (six) and ileostomy bleeding (one). 
The cause of gastrointestinal haemorrhage is identified by routine investigations in about 95% of cases. 2 The remaining patients with 'obscure' gastrointestinal bleeding are frequently difficult to manage and often undergo extensive investigation and even laparotomy without diagnosis. The aim of this paper is to review the overall experience of the investigation of obscure gastrointestinal bleeding at this hospital, in particular to determine the method of diagnosis or localisation of haemorrhage and the relative incidence of different underlying conditions.
Methods

PATIENTS
Over a six year period 131 patients with obscure gastrointestinal bleeding were investigated at the Hammersmith Hospital. The large majority (87%) were referred from other hospitals for specialist investigation, especially selective visceral angiography. The clinical details, investigations, surgical, and pathological findings in these cases were carefully examined. Some of these patients have been reported previously.3 4 Patients with previously diagnosed vasculitis and with gastrointestinal haemorrhage after recent surgery were excluded. The
Fisher, x2 and Mann-Whitney tests were used for statistical analysis.
Results
Seventy patients were men. The median age was 59 years (range Intraoperative selective visceral angiography was used to localise seven small bowel vascular lesions. Peroperative endoscopy was used in 16 patients, and identified vascular anomalies of the small bowel in four, and was helpful in determining the extent of colonic angiodysplasia in eight cases. Lesions were found in 21 of 27 patients undergoing laparotomy at this hospital after angiography which failed to identify a cause for bleeding, the majority of these lesions were in the small bowel.
The age, sex, major presenting feature, duration of symptoms, number of gastrointestinal investigations and number of patients undergoing surgery for each diagnostic group are shown in Table 2 . Patients with Meckel's diverticula (p<0.001) and smooth muscle tumours of the small bowel (p<0-01) were younger than all other patients, while those with angiodysplasia were older (p<0-)1). The proportion of male patients with Meckel's diverticula was higher than for other lesions (p=0.05). The incidence of vascular anomalies (gastric, small or large bowel) was higher in patients aged 45 years and over (<45 years-10/35 patients, >45 years-62/96, p<0001). Patients with angiodysplasia presented more frequently with rectal bleeding (p<O00(1) and less commonly with melaena (p<0 ()001) than other patients, whereas those with vascular anomalies of the small bowel presented less frequently with rectal bleeding (p<005) but more commonly with melaena (p<0()(1). Patients with small bowel vascular anomalies underwent laparotomy at any time more frequently than other patients (p<0-01), bleeding frequently stops, however, before angiography is done, especially if transfer to another centre is required. Only 7% of our patients had evidence of active haemorrhage during angiography. The same problem arises with the use of radionucleide scanning to localise bleeding sites, although our experience with these is limited.
The age, sex and main presenting symptom may be useful guides to the likely source of obscure gastrointestinal bleeding. Thus two thirds of male patients in this series under the age of 30 years had Meckel's diverticula. While 80% of patients aged 60 years or over who presented with rectal bleeding had colonic angiodysplasia. Almost 50% of patients presenting with anaemia were found to have angiodysplasia, although this proportion was reduced to a third in those undergoing surgery. Melaena was a less helpful presenting symptom, no single cause accounting for more than 24% of cases.
In this series exploratory laparotomy detected 21% of the identified causes of bleeding and was particularly valuable in younger patients. Careful examination of the stomach, small and large bowel should be carried out in all cases where an initial abdominal exploration fails to identify a cause for obscure gastrointestinal bleeding. Several The number of patients (11%) in this series with two potential or actual causes for obscure gastrointestinal bleeding emphasises the need for caution in attributing haemorrhage to a radiologically or endoscopically identified lesion in the absence of active bleeding. Angiodysplasia of the caecum in particular appears to be common in the elderly" 2( and may be incidental to a second lesion," indeed 11 (8%) patients in this series had a second possible cause for haemorrhage associated with angiodysplasia.
We have previously suggested that early careful laparotomy should be done in younger patients with obscure gastrointestinal bleeding, and that expert angiography (until it is more widely available) should be reserved for older patients and those who have had a previous laparotomy without identification of a cause of bleeding.3 Such a policy would have identified a cause in 19 of the 22 patients under 45 years of age (86%) who underwent laparotomy in this series. Unless expert angiography is readily available, this policy would seem justified. Expert angiography may be expected to detect a cause in the majority of patients with obscure gastrointestinal bleeding, but the absence of an angiographic abnormality should not discourage the surgeon from performing an exploratory laparotomy, which identified a cause in over 75% of such cases in this and another series.6 gastrointestinal bleeding. 
Specialist investigation of obscure
